Introduction
Regular haemodialysis programmes are expensive and might drain a proportionately high portion of the health budget in countries with limited resources. This is probably the major reason why such centres have not found a place in most developing countries. 1 The success of maintenance dialysis in the treatment of end-stage renal disease is measured by the survival of patients and their quality of life. Most reports on these aspects have, as expected, come from developed countries where maintenance dialysis has been in use since the early 1960s.
In Kenya, haemodialysis equipment has been available since 1972.2 However, between that time and 1980 haemodialysis was carried out irregularly and was specifically meant for patients with acute renal failure in whom recovery was anticipated.
In the period beginning August 1984, haemodialysis has been carried out regularly at Kenyatta National Hospital.3 This followed the installation of 25 Gambro type haemodialysis machines in the renal unit early in 1984. The machines were part of a commodity aid from West Germany given to the Kenya Government and the renal unit where haemodialysis is being carried out was built by the government of Kenya.
Patients and methods
Between August 1984 and August 1986 a total of 77 patients (49 males) were dialysed. The majority were between 10 and 39 years and the mean age was 29.6 years.
Chronic glomerulonephritis accounted for the largest number, 34 (44.4%), followed by hypertension, 16 (20.8%). The water used for dialysis underwent a process of softening, sedimention, filtration and reverse osmosis before being pumped to the continuous 3 .0 g/l.
The initial one or two dialyses, in all patients, were of short duration (2-3 hours) to avoid dialysis disequilibrium. Thereafter patients underwent thrice-weekly 4-hour dialyses, if in hospital, or twice-weekly 6-hour dialyses, if coming for dialysis from home.
Emergency dialysis was carried out mostly on patients who developed pulmonary oedema in the interdialytic period.
All patients came to the renal unit for dialysis and thereafter went back to the general wards or home.
The blood flow rate during most of the dialyses has been 200 to 250 ml/min. The transmembrane pressure (ultrafiltration or hydrostatic pressure) has been personalized according to the individual patient's need, that is, the degree of fluid overload.
In all the dialyses heparin infusion at a rate of 500 units/hour has been used. Serum electrolytes have been determined at the beginning of every dialysis.
Results

Blood pressure
Before dialysis treatment was started, all the patients had significant hypertension, that is a blood pressure above 160/90 mmHg. Forty nine per cent had a diastolic blood pressure higher than 120 mmHg. One month after dialysis treatment was started reasonable blood pressure control was achieved in most patients. Three months after dialysis treatment, no patient had a diastolic pressure above 120 mmHg and 76% were considered normotensive. At 
Rehabilitation
The degree of rehabilitation has been difficult to assess in our patients. This is because all our patients have had dialysis as inpatients, except 8 who have had twice-weekly 6-hour dialysis from home, but even these have had repeated admissions because of problems related to the arteriovenous shunts.
Dialvsis dleaths
The number and causes of dialysis deaths are shown in Table II . Fifty patients (65%) died while on dialysis, including 2 who had had unsuccessful Age, a criterion no longer tenable in developed countries,5 is of great significance in developing countries when selecting patients for renal replacement therapy as evidenced by the large number of young people suffering from end-stage renal disease in our patient population and that in other developing countries.4 '6 It would appear from our two years' observations that we have had some success with blood pressure and biochemical control, but our one year survival rate of 35% is lower than that reported in some developing countries6 and in most developed countries in Europe7-10 and America" in the last decade. The factors responsible for this high mortality are many. Our patients were often critically ill at the time of admission into the programme, a factor which is common in other developing countries and in other medical conditions. In developing countries, patients often report to medical centres in advanced stages of illness due to inadequacy of medical facilities, lack of adequate transportation and to a certain extent due to ignorance. Further 
